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Stated Meeting , January io, 1894. 

Robert Abbe, M.D., President, in the Chair. 

CYST OF THE PANCREAS. 

Dr. Charles McBurnev presented a patient with the following 
history : Male, thirty-four years old ; was admitted to the Roosevelt 
Hospital October 25, 1893. Free drinker. History of imperfect 
digestion for past four years. Six months ago the patient became 
suddenly ill with epigastric pain, vomiting, constipation, and chills. 
Pain continued for six weeks, the stools became white, there was entire 
loss of appetite with great weakness. The loss of weight during this 
period was thirty pounds. A swelling appeared in the epigastrium, 
which subsequently decreased, and for a few weeks marked general 
improvement was noted. In August last there was a renewed attack 
of illness with fever, diarrhoea, and marked jaundice. The patient 
entered the hospital on the medical side, and was for live weeks under 
careful observation. His symptoms continued as before and no posi¬ 
tive diagnosis was reached. When he came under the care of Dr. 
McBurney the abdomen was distended and the muscles were very 
rigid. To the right of the median line, at about the usual situation 
of a distended gall-bladder, could be felt a rounded tumor. Abdom¬ 
inal distention prevented accurate palpation. Just below the edge 
of the liver a transverse depression between the liver and the tumor was 
noted. Diabetes to the extent of ten grains to the ounce existed. 
Diagnosis doubtful,—either gall-bladder distention or pancreatic cyst. 

Operation October 23, 1893. A vertical incision at the upper 
part of the right edge of the rectus muscle was made. The omentum 
covered the tumor. The transverse colon was seen just below it and 
the duodenum was recognized at the right. After the hand was in¬ 
troduced into the abdomen the large size of the tumor, some eight 
inches in diameter, and its situation, reaching far to the left, ren¬ 
dered the diagnosis of pancreatic cyst probable. The peritoneal 
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coverings were torn through over a small area, exposing a smooth 
tense cyst. Suture of the peritoneum to the wound edges and pack¬ 
ing with iodoform gauze were made to prepare the uncovered portion 
of cyst-wall for incision. 

Incision was made at the end of the three days and about three 
pints of yellowish fluid evacuated. The margins of the opening 
were then sewed to the skin and a drainage-tube was introduced. 
Examination of the fluid by Dr. Hodenpyl at the College of Physi¬ 
cians and Surgeons showed it to be sterile pancreatic secretion. Re¬ 
covery was uneventful. The ]>atient has now gained eight pounds, 
and is much stronger, though still weaker than normal. The stools 
are normal. Diabetes is still present and indigestion after eating 
continues. A sinus about four inches long still exists which dis¬ 
charges a very little fluid. 

While replying to some questions regarding his case, Dr. Mc- 
Ilurney expressed the opinion that there had been, if one could judge 
by the reports of cases, somewhat too much freedom shown in open¬ 
ing into pancreatic cysts at the first operation, although the results 
seemed to have been satisfactory. He had resorted to the double 
operation by preference, and it seemed to him that where there was 
no great urgency because of acute symptoms the method of making 
the incision secondary to attaching the cyst to the walls and the 
formation of adhesions was a good one. 

As to whether the cyst was presumably a dilatation of a duct 
or was an independent cyst within the gland, he did not know 
whether that point could be positively determined. His impression 
was that most such cysts had been formed in some portion of the 
duct. Very often it was a radicle which had become distended, dis¬ 
placing the gland mass. He thought it would be difficult to deter¬ 
mine whether in his case the cyst had started by dilatation of a 
radicle of a duct or in some part of the gland-structure proper. 

DISLOCATION OF THE HUMERUS COMPLICATED BY 

FRACTURE AT OR NEAR THE SURGICAL NECK, 
WITH A NEW METHOD OF REDUCTION 
OF THE DISLOCATION. 

Dr. Charles McISurnf.v read a paper with this title. (See 
page 399.) 

Dr. Alum expressed his pleasure at hearing a surgical procedure 
described in the paper which lifted another class of cases out of the 
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list of those which had been generally accepted as inoperable and 
hopeless. Only one case of dislocation of the humerus complicated 
by fracture at the surgical neck had come under his observation. It 
occurred in a fat woman who was sent him by a physician nearly 
three months after dislocation at the shoulder, the physician himself 
having failed to effect reduction after a vigorous attempt made at this 
late date under ether. With the patient standing against a door, Dr. 
Abbe examined and manipidated the arm according to the Kocher 
method, attempting to place the hand on the opposite shoulder, and 
soon, and during this simple procedure something was heard to snap. 
It proved to be the humerus near the surgical neck, which, doubtless, 
had already become porous and atrophied during the few months’ dis¬ 
location. He would have been very glad indeed to have been ac¬ 
quainted at the time of this accident with the method which Dr. 
McBurney had brought forward this evening. A large number of 
cases of fracture near the neck of the humerus have been reported in 
connection with the effort to reduce old dislocations, and it is in this 
class that much comfort will be taken by the surgeon in having so 
satisfactory a method of reducing the bone added to his resources. 
It will be necessary, he supposed, to avoid much injury to the soft 
parts in cutting down upon the head of the bone lest necrosis should 
occur through interference with the circulation. 

Dr. L. A. Stimson regarded Dr. McBurney’s paper as one of the 
most important contributions to traumatic surgery made within our 
time, for his operation is a simple, safe, and efficient means of treat¬ 
ing an injury that has heretofore been practically beyond the resources 
of surgery. The injury is a rare one, but we can judge of its gravity 
and of the great superiority of Dr. McBurney’s method by consider¬ 
ing the alternative measures that have been in use. This complica¬ 
tion has been the subject of several papers or discussions within the 
past few years. Only last spring, Sir William MacCormac read a 
paper before the Congress at Paris, in which he advocated the pro¬ 
priety of proceeding at once to excision of the upper fragment in 
cases of this kind. Dr. Stimson thought any but an enthusiastic 
judgment would admit that the results of excision are not at all sat¬ 
isfactory. While passive movement might be very free, active move¬ 
ment was but slight. Yet such results were to be preferred to some 
of those obtained by the alternative measure of leaving the fragments 
to unite, perhaps, at more or less of an angle, the head in an abnormal 
position, provoking pain by certain movements. 
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He ha 1 had opportunity to examine Dr. McBurney’s patient four 
or five months after the injury. The result was as good as that usually 
obtained in a case of simple shoulder-dislocation with prompt reduc¬ 
tion. The only trace of the injury was a slight limitation of abduc¬ 
tion, perhaps ten degrees. 

Dr. Joseph D. Bryant stated that his own experience which had 
any bearing upon the subject had been limited to but one case. A 
lady was thrown violently from her carriage ; the upper arm, it seemed, 
struck against an iron rod, which was found to be very much bent by 
the blow ; dislocation of the shoulder resulted, and was afterwards 
supposed to have been successfully reduced. She came under Dr. 
Bryant's observation three months after the accident, and at that time 
he found the shoulder dislocated. He attempted to effect reduction 
by Kocher’s method, but failed after fifteen minutes’ painstaking 
efforts. He then waited ten days, and tried again, by the same 
method, this time, as he supposed, with success. He then bound the 
arm in position, but found, when swelling had subsided, that it was 
in substantially the same position which it occupied when the second 
attempt at reduction was begun. 

She was suffering from the characteristic symptoms of pressure 
from dislocation of the head, and from consequent exudation, so that 
incision into the joint and exposure of the head of the bone was 
thought to be indicated. When the parts were exposed, he found, 
with the arm resting at the side, that the greater tuberosity was three- 
quarters of an inch higher than the upper limit of the articulating 
surface of the humerus, the head itself had been driven downward, 
and was firmly united to the inner surface of the shaft. This relation 
of the parts, he thought, easily accounted for the difficulty of reduc¬ 
tion in the first instance, and for the deception which attended his 
second attempt at reduction. The greater tuberosity having come in 
contact with the acromion process misled him in the view that the 
head of the bone had been reduced. Only a partial reduction was 
possible under these circumstances, and this was transient. 

What remained of the capsule was found attached to the poste¬ 
rior surface of the tuberosity. The head of the bone, situated below 
the tuberosity, was pressing against the nerves. Whether to saw off 
the projecting portion, which would imply also removal of the cap¬ 
sular attachments, or to remove the head of the bone was, at first, 
somewhat of a puzzle. He decided to take off so much of the head 
of the bone as would relieve pressure, and enable him to place it as 
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nearly as possible in its proper relations to the glenoid cavity, although, 
of course, it remained in abnormal relation to the remaining portion 
of the humerus, rather than to remove the great tuberosity, and along 
with it the remaining capsular connections. He feared that if the 
latter course were adopted the head of the bone would not remain 
reduced, owing to the muscular contraction resulting from the long 
displacement, and the additional tension of these muscles caused by 
the abnormal raising of their points of insertion due to restora¬ 
tion of the displaced articular surface. Thus far the result had 
been satisfactory ; the pain and numbness in the fingers had been 
much relieved, the patient having been suffering from pressure 
neuritis. 

Dr. F. W. Murray said that he was present at the operation 
described by Dr. Mcllurney, and had assisted him. The patient was 
a large man ; the tissues were much swollen, owing to the nature of 
the injury and frequent handling, so that it seemed to the speaker 
that it would be very doubtful whether reduction could be effected. 
The incision was a small one; the damage thus done the soft parts 
was practically none. After the hole had been bored into the bone, 
and the hook inserted, it became evident at once that the operator 
had complete control of the upper fragment, so that the reduction 
was effected as easily as he had ever seen it done, after a simple dislo¬ 
cation. 

Dr. Charles K. Hriddon stated that he had seen but a single 
case of fracture complicating dislocation of the humerus. It occurred 
in a man who had been treated for fracture of the surgical neck of the 
humerus by immobilization for five or six weeks. When the immo¬ 
bilizing apparatus was removed it was found that he had a dislocation 
as well as a fracture existent. Dr. Briddon saw the case the next day 
and found the head of the bone immovably fixed beneath the coracoid 
process ; no movement of the shaft could be made to affect the head 
of the bone. In that case he advised making an opening large 
enough to admit the insertion of a long carpenter’s screw and an 
attempt to make reduction by traction on the same. He was not, 
however, permitted to make the attempt, and supposed the dislocation 
remained unreduced. He had made up his mind to try the method 
should another case ever fall into his hands, but since learning of 
Dr. McBurpey’s method he would now apply it as a better one. He 
supposed there might be some danger of the instrument tearing out 
if it were inserted into the head, as this portion of the bone was more 
friable than the portion below. 



I! YD RO HE P HR OS IS ; NEPHRECTOMY. 


497 


Dr. McBurney remarked that he had been surprised to learn, 
through his experiments, that the power which he could apply in 
making attempts at reduction of dislocations was much less than he 
had formerly believed to be the case. Measured in pounds, the 
amount of power which one ordinarily applied in pulling upon the 
limb was not at all great. Being himself muscular, he had supposed 
he could, if it were necessary, pull as much as 200 pounds, but he 
found that to hold 100 pounds for five seconds was a considerable 
effort even when having hold of a handle which gave one the best 
possible grasp. Equally favorable conditions did not ordinarily exist 
in surgical practice. 

HYPERTROPHIED MAMMARY GLAND IN A BOY. 

Dr. John - A. Wyeth, being unable to be present, sent a patient 
who was presented by the president. A school-boy, fourteen years of 
age. When eleven years old his left mammary gland began to enlarge, 
attaining the size of an adult fist. The enlargement or growth of the 
gland then ceased and remained stationary in size until the past 
November. It then began to rapidly grow, and at date of operation 
was double the size of an adult fist. The gland was rounded and 
symmetrical in proportions. It so closely resembled the breast of a 
fifteen-year-old girl that a surgeon present requested an examination 
of his genitals to make certain no anomaly of sex existed. The breast 
was removed under ether and submitted to the pathologist, who 
reported it to be a pure and unmixed hypertrophy of the gland. 
There was no limiting membrane to define a tumor, but instead the 
whole gland had taken on an abnormal growth, just what would be 
the physiological development in the gland of a female of his age. 

HYDRONEPHROSIS; NEPHRECTOMY. 

Dr. Fred. Hammerer presented a kidney removed from a woman 
of twenty-five years, who had been suffering off and on for nine years. 
She was accustomed to have pain in the left side, which sometimes 
became very acute so that she had to lie down. During the last three 
years, while she was under the care of a competent practitioner, 
nothing abnormal was found in the urine except that at the time of 
one of her paroxysms of pain the urine contained blood. It was 
about two years ago that a tumor was first noticed in the abdomen. 
This became smaller again, and finally could not be recognized. 
32 



49 8 


NEW YORK SURGICAL SOCIETY. 


When Dr. Kammerer saw the patient for the first time, about two 
months and a half ago, it was very easy to detect in the left side of the 
abdomen a tumor, about the size of a child’s head. It was distinctly 
fluctuating, and had already been made out with considerable cer¬ 
tainty to be a tumor of the kidney. Taking everything into con¬ 
sideration, it was judged to be a hydronephrosis, in all probability 
intermittent. The only point of doubt was the cause. A week or 
two later the tumor was only half as large as it had been, and on the 
day when it was proposed to operate it had almost entirely disap¬ 
peared. Nevertheless, a lumbar incision was made and the sac 
extirpated. In the specimen can be seen the pelvis of the kidney 
dilated, the kidney proper subdivided into four or five sacs, and each 
of these sacs communicating through a small opening with the dis¬ 
tended pelvis of the kidney. Recovery was rapid and uneventful. 

SPECIMENS OF APPENDICITIS. 

Dr. Charles McBurkey presented a vermiform appendix with 
the following history: The patient, an adult male, had a very acute 
attack of appendicitis, beginning at the end of April last. An abscess 
formed which was allowed to remain undisturbed for a month, at the 
end of which time it had reached a large size. On May 23 the abscess 
was opened by a free incision close to and parallel with the outer 
part of Poupart’s ligament. At the end of a month the abscess 
healed. After the operation the patient continued to have fever, 
and even after the wound healed fever did not disappear, the tem¬ 
perature varying from gg° to ioi° at different times in the day, 
sometimes being highest at night and sometimes in the morning. 
Malaise to a disabling degree and moderate pain on motion at the 
usual situation of the appendix, together with fever, continued from 
August last up to the first examination of the patient, three weeks ago. 
The general condition of the patient as regards appearance and weight 
was excellent. Examination of the abdomen revealed no tumor or 
induration, but deep pressure with a single finger over the usual situ¬ 
ation of the appendix always demonstrated the existence of tenderness. 
Some remnant of a diseased appendix or small encapsulated abscess 
was suspected to be present. On opening the peritoneal cavity a 
large mass of omentum covered the seat of the appendix. Dividing 
this, the entire appendix was found in its usual situation. Its base 
appeared to be nearly normal. Three-fourths of an inch away from 
the base a considerable dilatation of the appendix, about one-half 
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inch in diameter, existed. This was adherent at a single point to 
the caput coli. The base was ligated and the point of adhesion cut 
through, and, as was suspected, the sac was found to communicate 
with the colon. The sac was filled with old pasty faces. No doubt 
septic absorption had been going on and fever consequently existed. 
The appendix was removed and the pathological opening into the 
colon closed with suture. The abdominal wound was sutured through¬ 
out. The patient made an uninterrupted recovery, and fever has since 
remained entirely absent. It is clear that perforation of the appendix 
at the point which afterwards became adherent to the intestine took 
place early and caused the abscess. Adhesion to the intestines then 
occurred and partial drainage into the intestine. The abscess there¬ 
upon healed, but imperfect evacuation of the fccal collection in the 
appendix caused fever and prevented complete restoration of health. 

This case illustrates the fact that the opening of an abscess due 
to perforation of the appendix does not necessarily cure the patient; 
portions of the appendix, and even concretions, may remain behind 
and give rise to further disease. Such cases go to prove that early 
operation in cases of suppurative appendicitis, done at a time when 
all diseased tissue can be removed, is to be preferred to the late opera¬ 
tion of opening the abscess. 

Ur. L. S. Pilcher presented a specimen illustrating some points 
in chronic relapsing appendicitis. The patient was a man some 
thirty years of age, who had had his first attack of trouble at the 
appendix about three years previous ; at the end of a year he had a 
second attack, after another six months a third attack, and then at 
intervals of about six weeks three more attacks. Until the last attack, 
which confined him to bed six weeks, the attacks had been brief. 
He was brought to the Methodist Hospital in lirooklyn after having 
about recovered from his last acute attack for the purpose of submit¬ 
ting to an exploratory operation ; there still remaining tenderness at 
the site of the appendix with slight evening rises of temperature. 
On section the appendix was found lying along the brim of the true 
pelvis, to which it was adherent, being covered in by the ctecum and 
ileum which were adherent to it. There was a dilated club-shaped 
distal end of the appendix which ,o]>ened into a small cavity lying 
between it and the ileum, and this cavity in turn opened by an 
oblique canal into the ileum, so that there was a communication 
between the dilated terminal portion of the appendix and the ileum, 
but no communication between the terminal portion of the appendix 
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and the caecum. The cavity between the appendix and ileum formed 
a small abscess. The appendix was removed ; the opening into the 
ileum was with some difficulty brought into view and closed in with 
Lembert sutures. An iodoform drain was introduced. The patient 
has made an uneventful recovery. 

Dr. Chari.es A. Powers presented, for purposes of comparison, 
two specimens of perforating appendicitis. The first was the appen¬ 
dix from a woman twenty-two years of age. She had had one pre¬ 
vious attack of appendicitis, which lasted about a week, and ended 
in resolution. At about five o’clock in the morning of December 2, 
she was awakened from sound sleep by pain radiating from the navel 
over the abdomen ; there was a good deal of vomiting. Her physician 
saw her at 9 a.m. The temperature was 100° F. She continued to 
vomit during the day. At 6 r.M., the temperature was 103° ; pulse 
120; abdomen about as it was found in the morning,—tender and 
somewhat distended. She was seen by the reporter at ten the next 
morning. The temperature was 101“ ; the respiration 30 ; pulse 120 ; 
abdomen only moderately distended ; nothing special felt in the iliac 
fossa; no special tenderness in that region ; the face was anxious. 
Perforative appendicitis, with probable peritonitis, was diagnosticated, 
and an immediate operation was performed. The appendix was found 
absolutely free from adhesions ; but there was a minute perforation in 
its wall; the abdomen was full of thin pus,—on the left side as well 
as on the right. It was washed out as thoroughly as possible with water 
at the proper temperature, which had been boiled,—several gallons 
being used; the patient died twenty hours afterwards. 

The second specimen was obtained from a man thirty-eight years 
of age, who had had an indefinite history of six or eight previous 
attacks of mild appendicitis during the previous two years. The 
present acute attack began at 10 p.m. on December 28 last. The pain 
radiated from the navel over the abdomen. The temperature was 99.5°; 
pulse 70. The pain became severe, and the patient received three- 
quarters of a grain of morphine during the next three hours. At 9 
a.m. next day the temperature was 99.5° ; pulse 74; he had vomited 
once. In the afternoon there was much pain, which had tended to 
settle in the right iliac fossa. At 7 p.m., twenty-one hours after the 
onset of the symptoms, he was seen by the reporter. The temperature 
was then 100.5 0 , by the mouth; pulse 84 ; slight tenderness in the 
right iliac fossa, but no induration ; abdomen considerably distended. 
The patient was a stout man. There was, perhaps, as much tenderness 
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on the left side of the abdomen as on the right. As a physician lived 
in the house with him, it was thought best to wait a few hours before 
operating. At 11 p.m. he had a very severe chill, which lasted fifteen 
minutes, followed by a temperature of 103°, per rectum. As soon as 
possible thereafter the abdomen was opened. Dr. W. T. Bull oper¬ 
ating. On opening the abdomen a tense, hard mass was encountered 
in front of the crecum; under this an induration was felt in the right 
iliac fossa, about the size of a flattened apple, surrounded with very 
dense adhesions. There was no evidence of general peritoneal infec¬ 
tion. On unravelling the mass, which consisted of old inflamed, 
densely-thickened omentum, the appendix was found to have a large 
perforation with gangrenous edges ; its mesentery much thickened. 
The patient recovered. 

In comparing the two cases one finds the symptoms, during the 
first twenty-four hours, practically the same in both, with the excep¬ 
tion of the pulse. In the case of general peritonitis the pulse was 
120 ; in the other it was 84, at about the end of twenty-four hours; 
the abdominal distention was the same ; so were the indications in 
the right iliac fossa. In the first case, perforation into the general 
peritoneal cavity, with diffuse, suppurative peritonitis ; in the second 
case, gangrene and perforation, limited slightly behind ; limited in 
front by dense adhesions. 

It may be said that the first case would have recovered had oper¬ 
ation been done twelve hours earlier. Had the operator seen the 
patient at that time he would, doubtless, have operated then, yet it is 
by no means certain that she would have recovered even then. The 
perforation, which was no larger than a bristle, probably took place 
at the onset of the pain, at which time infection of the general peri¬ 
toneal cavity took place. 

Twelve hours probably sufficed to set up a peritonitis, which was 
practically irremediable. 

How, in such a case as this, is a diagnosis of perforation to be 
made during the first few hours after the initial pain? We are hardly 
to open the abdomen at the very beginning of every attack of belly¬ 
ache, and so, perhaps, it is inevitable that we are going to lose, for 
the present, such cases as this. 



